they treat are completely uncharacteristic of those which afflict the bulk of the population. If the undergraduate mainly relied on attendance at grand rounds for his clinical tuition, he would certainly derive an even more distorted view of the incidence of disease. Nevertheless, I am still being educated by grand rounds, and had they been available during my own student life, I would at qualification have been a more experienced and wiser young doctor.
The great value of the grand round is free discussion between thinking medical men of widely different interests and experience. It has no place for the pontifical senior consultant who has the strange delusion that his views are necessarily accurate and sacrosanct, and who is unable to listen to the opinions of less experienced, but often more intelligent, junior staff. He should preferably stay away and fill his time with more suitable pursuits.
The Discussion Round This is a meeting of all qualified medical staff and students attached to a ward unit, and usually held at 14-day intervals. Here especially difficult, atypical, and undiagnosed cases are reviewed. In addition, it is profitable to consider all deaths that have occurred since the previous discussion round, with a review of the necropsy findings, and their relationship to the diagnosis during life. This meeting is especially educative to undergraduates, as it shows that medicine is a developing art and science, and that even experienced clinicians are far from omnipotent, and may on occasion make errors in judgment and commission.
In summary, therefore, the ward round in its broadest sense is an invaluable instrument of clinical instruction. The classical business round, however, has only limited value.
Professor W Bryan Jennett (Institute ofNeurological Sciences, Glasgow, and the University ofGlasgow) I have been asked to speak from the point of view of the consumer, by which is presumably meant the student. The propriety of canvassing student opinion on various aspects of teaching has recently made news; the suggestion that this should influence the don's pocket understandably provoked a sharp reaction from the universities. None the less, it is certainly now accepted that the student viewpoint should be heard, though to what extent it should be heeded is debatable; I should like to touch on this, in general, before dealing with the ward round in particular.
The consumer movement is now widespread, from Which? (concerned with goods) to Where? (concerned with educational establishments), from local consumer councils (concerned with the local shops) to patients' associations (concerned with local medical services). A fundamental tenet of all such groups is that the consumer's needs can be readily identified by the consumer -and whether or not the supplier is meeting these needs can be easily determined. No one wants an unsafe electric blanket, or a car that rusts twice as quickly as another; but when you come to students and what they think they want from their teachers, the exercise becomes less straightforward (as indeed it is also for patients and what they think they want from their doctors).
What interests a student most may not always be most important for him. He may be interested, at one time or another, chiefly in passing an examination; again what students demand may not in fact be in their best interests, and what they acclaim is as likely to be the most entertaining item of teaching, as the most educational; witness the packed houses which lecturers in forensic medicine draw in almost all medical schools. That said, it is only fair now to discuss some of the responses of both undergraduate and postgraduate students to the question: 'Is the ward round obsolete?' None thought it sobut all added conditions to their approval, and most of these have already been referred to in one form or another. Let me reiterate them as put to me, with some added comments of my own.
(1) The ward round should move round -and fairly rapidly, visiting several patients and for specific reasons; my informants seemed to feel that in the ward round setting specific points should be brought out at each bedsidethis person's history, that patient's signs, the other patient's treatment. Once the group sits round the bed and spends three-quarters of an hour on one case it ceases to be a ward round, and is in fact the kind of exercise better done in other ways, such as by seminar or television.
(2) Participation is essentialin some ways this is a reiteration of the last point, namely that the ward round should not become simply a mobile lecture. Some schools claim to have reduced formal lectures to large groups, but simply repeat the same performance to smaller groups -and call it a seminar or a ward round, and student passivity can be just as bad in this context. The patient too should participate, or else why have him there at all ? Students may want to be taught rather than Section ofMedical Education be challenged, but that is one of their wishes that should not be granted too readily.
(3) The encounter between senior clinician and patient is part of the educational experience. There are several aspects of this, but perhaps the most important is that students should see the clinician himself recognizing and acting on the various diagnostic clues which the patient offers. An American author, West, in a somewhat astringent article on teaching, has said that it is much better for students to watch us learning than to watch us teaching. The patient in the ward setting is much more likely to yield such information or give such clues, than in the disembodied atmosphere of the lecture demonstration or television studio. The young woman with cerebral secondaries from bronchial carcinoma may have her bedside locker piled high with cigarettes; the patient with diabetes insipidus, a huge jug of fluid; the dysphasic, a pencil and notepad. But there is also the chance that the patient may challenge the teacher in his capacity as clinician and this again is much more likely to happen in the ward. This gives the opportunity to see the experienced clinician deal with difficult situations; the patient who asks whether he has cancer, whether he really needs an operation or whether he should change his job. Indeed it is this element of the unexpected, the hope of the unplanned happening, which adds character, life and excitement to the best teaching rounds and it is the absence of these from the lecture theatre or television studio which makes some newer methods so much less effective and attractive than they appear to be. I also believe that patients probably prefer to receive students on home ground in the ward, rather than in unfamiliar surroundings.
(4) Several comments were made about the advantage of a ward round being planned with the student in mind. The success of a book, paper or lecture often hinges on clearly identifying the readership or audience; and it is perhaps important to decide whether a round is primarily for undergraduates, or postgraduates, or is in fact a business round which others may attend as observers. Incidentally, many students rated registrar rounds higher than chief's rounds, and this might possibly be because the infrequent visits of a chief are sometimes made to fulfil teaching and business at the same time, to the detriment of both. This accorded with the view of the students of North Western University in Chicago, expressed some years agothey rated clinical teachers inversely with seniority, and reckoned that the decline set in at 35. However, I would take issue here with the demand for a fully planned, exclusively teaching, non-business round especially for postgraduates. And I would remind you of that particular group of postgraduate students for whom we have a great responsibility, as emphasized by the Todd Report, the preregistration house officers. They can so easily fall between two stools, belonging neither to the carefree clique of undergraduates, nor to the posse of dark-suited postgraduates who frequent the ward. I referred earlier to the need for students to watch us learning rather than teaching; we should remember also the impoltance of letting them watch us workingnot only eliciting histories and physical signs, or carrying out practical procedures, but exercising that most vital skill which we all share, whatever our special interestdecisionmaking. That is what the business or working round is concerned with, or should be; we should be cautious about outlawing it as a teaching, or rather a learning, experience, especially for postgraduates. And postgraduates will soon outnumber undergraduates even in our major teaching hospitals, if some of the recommendations of the Todd Report are adopted, such as two years' preregistration and three years' general training for all.
(5) Certain practical matters emerged as importantmost consistently the size of group which it is practical to teach, the common view being 5-10. Punctuality perhaps speaks for itself, but at a time when the student curricula are being more and more condensed, and when students are more and more likely not only to observe but also to comment on any shortcomings in their teachers, there is a good case for remembering that they too have a time-table, and do not just await our pleasure. I remember myself being enormously impressed, as a resident with Sir Hugh Cairns in Oxford, when he rang me up to apologize that he would be ten minutes late for his ward round. The duration should be limited, probably to one or one and a half hours; the man with the highest rating in Glasgow earns it for the price of a cup of tea, which he provides at the end of each hour's teaching.
In conclusion it is clear that the ward round should stay and is not seriously challenged by newer techniques. But no one method of teaching is superior in all contexts; e.g. television interviews with psychiatric patients earn high praise, whilst some extroverted patients with certain readily-demonstrated disorders, such as those of gait or of abnormal movements of the upper limbs, can provide excellent teaching experience to large groups in the lecture theatre. The two great advantages of the ward round seem 850 Proc. roy. Soc. Med. Volume 62 August 1969 to be (a) the possibility of student/patient/teacher participation, and (b) the vivid demonstration of relevance to the student; if the patient is in hospital with this illness, then whatever is being taught about it is clearly relevant to medical management. Charges of irrelevance, or of dwelling on matters of academic interest only, are heard too commonly from students of all ages, from first year physics onwards.
The ward round is no better than the man who conducts it. For him it gives a scope far beyond that offered in any other context, and if it sometimes has the flavour of a virtuoso performance, is there really any great harm in that? Patients, students and nurses may all benefit, and perhaps gain inspirationand that is a commodity we hear too little of in the tidy, cautious reports of colleges, universities, students and Government departments. We should not be ashamed to sponsor outstanding teachers and give them a forum in which to exploit their gifts to the full, and that would seem to be, for many of them, the ward itself. 'Walking the wards' was a nineteenth century expression, but it seems one that we can with profit continue in the twentieth, albeit suipported by newer and more sophisticated methods. Summing Up It is especially apposite to discuss the role of the ward round in clinical teaching on the bicentenary of the death of Boerhaave, who made so weighty a conti ibution to bedside teaching. I agree with Professor Milne that there are many useful forms of ward round, but in regard to general teaching ward round, I doubt if adequate service can be given to patients during this round. If patients are to receive the attention they need, and think they need, the consultant should do a regular service ward round with his registrar and resident only, and this should be of great educational value to them.
A teaching round for undergraduates should not attempt to cover the whole ward in one round. Two, or at most three, recently admitted patients should be the focus of teaching for the first hour or so, and in this the main participants must be the patient, the clerk or dresser, and (he consultant. The ward round is, indeed, satisfactory in proportion to the degree to which the student plays an active part, and so the fewer students the better. The patient should be presented by the clerk. The teacher's prime aim must be to demonstrate by example rather than by precept how to approach and handle a patient to secure confidence and free communication, to explain the technique of history taking and bedside examination by correcting and amplifying the student's observations and assisting him in interpreting his findings.
In my view there is little to be said in favour of an attempt to cover the whole ward in one session, with the chief and his satellites and a throng of students flitting from bed to bed, accompanied by a running commentary by the teacher, a brief demonstration, and an unprepared discourse, not infrequently a peg on which to hang recently acquired erudition. In this the student's role is a passive one, and the more students the more passive it is. It is the lecture or lecturedemonstration, or the carefully prepared seminar, which are the proper vehicles for a display of knowledge and views to an unrestricted audience.
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